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The article "Carinal resection and reconstruction for respiratory tumors using Miyamoto's technique" is an important contribution to the evaluation of Miyamoto's method outside Japan. Sayar and colleagues present interesting and exceptional results regarding the surgical resection of tracheobronchial tumors involving the tracheal carina. 1 Carinal reconstruction to create a "neocarina" was fi rst reported by Barclay and associates 2 in 1957. At present, Barclay's method and the double-barrel method 3 are the principal techniques used for carinal reconstruction. With the double-barrel method, a side-to-side anastomosis of the right and left bronchi is anastomosed end-to-end with the trachea. This approach results in high tension, however, especially at the side-to-side anastomosis. Additionally, adjusting the difference in the caliber of the trachea and the anastomosed bronchi is technically diffi cult. Consequently, this method is used mainly for resecting small segments of the airway and especially for simple resection of the carina without lung resection, as neither is vulnerable to high anastomotic tension.
With Barclay's method, the bronchus is anastomosed end-to-side with the lateral wall of the trachea or the bronchus after end-to-end anastomosis between the trachea and the contralateral bronchus. With this method, tension at the anastomosis is reduced such that longer segments of the airway can be resected. However, blood fl ow at the lateral wall of the trachea or the bronchus may be impaired, and end-to-side anastomosis is technically demanding. Also, anastomosis with the trachea causes high tension if concomitant lung resection is performed because it is necessary to raise the remaining bronchus to the level of the trachea. Tension can be avoided by anastomosing the remaining bronchus to the left main bronchus, as is done in some cases; but again, this approach is technically highly demanding and places the left lung at greater risk.
With Miyamoto's method, the right bronchus is anastomosed end-to-side at the trimmed hole made at the anastomosis between the trachea and the left main bronchus. In the case of right tracheal sleeve pneumonectomy, anastomotic tension and impaired blood fl ow are highest at the right lateral aspect of the anastomosis. With Miyamoto's method, this site not only needs to be anastomosed but must also be reinforced with a right bronchus patch. However, because the patch site has a slight angle, these steps are technically easier than simple end-to-side anastomosis, as in Barclay's method. Furthermore, because the remaining bronchus is anastomosed only at the anastomosis between the trachea and left main bronchus, there is less tension on the fi nal anastomosis than in Barclay's method, and there is no damage to the left main bronchus or to the retrograde blood supply of the end-to-end anastomosis.
Although I believe that theoretically Miyamoto's technique is the most reasonable carinal reconstruction method and it is technically easier, several questions remain. Yamamoto and coworkers presented 14 patients who were operated on using Miyamoto's technique in 2007.
anastomotic stenosis had received induction chemotherapy. Additionally, three of fi ve patients who received induction chemotherapy experienced anastomotic stenosis, whereas this was not the case in any of the nine patients who did not have induction chemotherapy. Based on these results, the authors concluded that the current indication for carinal resection after induction chemotherapy is tracheal sleeve pneumonectomy, which is a simpler procedure. By contrast, in the Sayar et al. series, four of six patients operated on using Miyamoto's technique received induction chemotherapy or chemoradiotherapy, and the other two patients received induction radiotherapy. None of these patients experienced anastomotic complications after surgery. As seen in the two bronchoscopic views (Figs. 5, 9 of the article) during the early postoperative phase (2 weeks) and late phase (9 years), the shape of the reconstructed carina is extremely natural, and there is no indication of anastomotic stenosis. To date, there is no clear evidence that induction chemotherapy or radiotherapy affects the healing of bronchial anastomoses, and there is no apparent explanation for the discrepancy between the results of these two reports.
The value of Miyamoto's method for patients receiving induction chemotherapy requires further evaluation with respect to prognosis as well as to morbidity and mortality. However, the article by Sayar et al. supports further use of Miyamoto's method for carinal reconstruction.
